In the United Kingdom most women book for antenatal care by 14 weeks and are seen at intervals. There is no association between the number of visits and outcome; in Switzerland there are an average of five and in The Netherlands as many as 14. The number of visits depends on a traditional pattern laid down by Dame Janet Campbell in the 1920s (see article on organisation of antenatal care) rather than on being planned with reasoned thought. A more rational plan of care of normal primigravidas and multigravidas is laid down by Dr Marion Hall of Aberdeen (tables). With these criteria, antenatal care would be more cost effective and no less clinically useful. When pioneers have tried to reduce the number of visits from the traditional number, however, there has been resistance from older obstetricians, conventional midwives, women having babies, and their mothers, all of whom think that Campbell's by now traditional pattern must be right.
As well as the clinical regimen, antenatal care now entails a whole series of complex tests, many of which have been added without proper assessment. They too have their correct times for application. Once pregnancy has been diagnosed by the general practitioner the woman usually attends a booking visit at the clinic that she will go to antenatal care. This is the longest but the most important visit. It used to take place at 8-12 weeks' gestation, but in many clinics it has moved into the middle trimester. The woman's medical state is assessed so that the current pregnancy can be placed into the appropriate part of a risk spectrum. Baseline data are essential at this point and are obtained from the history, an examination, and relevant investigations.
History
Symptoms that have arisen in the current pregnancy before the booking visit are ascertained-for example, vaginal bleeding and low abdominal pain.
Menstrual history -To assess the expected date of delivery details are needed about the last normal menstrual period including its date, the degree of certainty of that date, and whether cycles are reasonably regular around 28 days. The use of oral contraception or ovulation induction agents that might inhibit or stimulate ovulation should be discussed. A firm date for the last menstrual period can be obtained from about 80% of women at a British booking clinic. For these the expected date of delivery can be calculated with a calculator. Do not do sums in the head; they run into trouble when a pregnancy runs over the end of a year. A woman can be told that she has an 85% chance of delivering within a week of the expected date of delivery, but the general practitioner obstetrician would do well to emphasise at this point that this date is only a calculation of mathematical probability and, as with other odds, the favourite does not always win the horse race.
Medical history-Specific illnesses and operations of the past should be inquired about, particularly those that entail treatment that needs to be continued in pregnancy-for example, epilepsy.
Family history -There may be conditions among first degree relatives (parents or siblings) that may be reflected in the current pregnancy, such as diabetes or twinning.
Sociobiological background-Age, parity, social class, and race of the woman all affect the outcome of the pregnancy. Smoking and alcohol consumption also take their toll. Socioeconomic class is usually derived from the occupation of the woman or her partner. It reflects the influence of a mixed group of factors such as nutrition in early life, diseases in childhood, education, and past medical care. It also correlates with potential birth weight, congenital abnormality rates, and eventually perinatal mortality. 
Gravity (G) and parity (P).
Laparoscopy a--n P Laparoscopy and Pfannenstiel's scars.
Obstetric history-The woman's obstetric history should be gone into carefully as it contains some of the best markers for performance in the current pregnancy. If the woman has had a previous miscarriage or termination of pregnancy the doctor should ask about the stage of gestation, the degree of certainty of the pregnancy, and any illness afterwards. Chest radiographs are not usually taken except in women from parts of the world where pulmonary tuberculosis is still endemic.
An ultrasound assessment is now performed on most women in the United Kingdom in pregnancy. It is best done at about 16-18 weeks to measure the biparietal diameter and so get a baseline value of fetal size and a confirmation of the stage of gestation to firm up the expected date of delivery.
At 18 weeks congenital abnormalities such as spina bifida, omphalocoele, and abnormal kidneys may be excluded. A four chamber view of the heart is also possible at this stage to exclude gross abnormalities, but details of cardiac connections may not be obvious until 22-24 weeks. Other conditions which are characterised by decreased growth such as microcephaly or some forms of dwarfism may also not be apparent until late in the second trimester. Hence, though 16-18 weeks would be a useful time to assess gestational age by ultrasonography, much later assessments are needed to assess fetal normality. In addition, more highly skilled ultrasonographers and equipment of high resolution are needed to produce scans to enable assessment of normality. Many of these ultrasound studies of fetal anatomy have been developed in specialist units with highly skilled obstetric ultrasonographers. The ordinary ultrasound service at a district general hospital cannot be expected always to be able to provide such skill or equipment, although with increased training and better machines, some centres are now providing a fuller exclusion service at 20-24 weeks' gestation. At each visit a short history is sought of events that have happened since the last antenatal clinic. The woman's weight is assessed, as is her blood pressure. These should be compared with the previous readings; proteinuria and glycosuria are excluded each time. Palpation of the abdomen and measurements of the fundus above the symphysis give a clinical guide to the rate of growth of the fetus, especially if they are performed at each visit by the same observer. In later weeks the lie and presentation of the fetus is assessed. In the last weeks of pregnancy the presenting part, which is usually the head, is checked against the pelvic inlet to ensure that it engages. If the fetal head is not engaged by 37 weeks it is helpful to see if it will engage. To do this, the head of the couch should be propped up to 600 from the horizontal and the lower abdomen re-examined. If this small change in entry angle BMJ VOLUME 302
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Lie of the fetus: (a) longitudinal lie, which is delivered vaginally, and (b) transverse lie, which has to be delivered abdominally. _ _ . . , , . . , . , (a) The fetal head is not engaged as its maximum diameter ( ) is above the inlet of the mother's pelvis (---). (b) The fetal head has descended so that its maximum diameter is below the inlet.
(a) The fetal head is not engaged, but when the mother sits up (b) gravity allows the head to sink below the inlet of the mother's pelvis so that the head will engage. allows engagement of the fetal head it will usually go down with uterine contractions. This is a simple test giving useful information about the potential of the fetal head to negotiate the mother's pelvis; it deserves wider usage in antenatal clinics.
The amount of amniotic fluid is assessed clinically and if fetal movements are seen by the observer or reported by the mother, the fetal heart need not be auscultated at the antenatal clinic. If, however, the mother reports reduced movements the heart should be checked with a hand held Doppler fetal heart monitor or by cardiotocography so that the woman, too, can observe the regular beats and be reassured.
In a visit in the last few weeks of pregnancy a pelvic examination may be performed to check the bony pelvis, the points of importance being shown in the box. A well engaged fetal head after 36 weeks indicates, however, that the pelvis is adequate in that pregnancy and any digital assessment is probably of theoretical value and need not be performed. With a nonengaged head or a breech presentation it should be done. Assessment of the cervix is wise at 32 weeks if the woman is at high risk of a preterm labour or is having a twin pregnancy; it is also useful to assess cervical ripeness if the pregnancy is postmature (after 42 weeks). The visits to an antenatal clinic can act as a helpful time for the woman and her partner to learn about pregnancy. Formal antenatal education classes are held in most district hospitals, and couples are encouraged to attend a convenient course. Furthermore, informal discussions with midwives and doctors at the antenatal clinic are educational and much can be learnt from other mothers in the waiting time at the clinics. This is complemented by many excellent videos, which can be displayed in the antenatal waiting area.
Many good books exist about pregnancy and childbirth, offering a spectrum of styles and detail according to a woman's needs. A woman should be steered towards a well written account ofwhat she needs in a form that best suits her lifestyle and religious observances and in a language that she can understand. Plenty of such books are now available. A note of warning: all hospital and general practitioner obstetricians should read the material that is handed out to the women who visit their clinics to make sure that they agree with what they are saying.
In the welfare state of the United Kingdom pregnant women are entitled to several social security benefits, although in many ways this country lags behind many countries in the European Community. The doctor at the clinic would do well to read these from time to time as they change rapidly according to the whims of the Departments of Health and of Social Security and their political masters.
The antenatal visit in the community, general practice, surgery, or hospital should be friendly and a time when women can mix with others who are also pregnant and informally discuss their problems. It also provides a nidus for antenatal education both formally at the antenatal classes and informally from staffand other women. The medical component is the core of the clinic and consists of the regular screening and assessment of symptomatic problems to bring the woman and her fetus to labour in the best state at the best time.
Professor Geoffrey Chamberlain, FRCOG, is chairman of the department of obstetrics and gynaecology at St George's Hospital Medical School, London.
ANY QUESTIONS
What is the risk ofSalmonella enteritidis surviving on the shells of eggs sold in shops?
The shells of hens' eggs may be contaminated with salmonellas either as a result of faecal contamination, where the organism is confined to the intestine, or because the lower reproductive tract is infected. The latter route is particularly important with Salmonella entenitidis, which can also be isolated from egg contents. The washing of eggs has been shown to facilitate the contamination of egg contents with salmonellas and other potential human pathogens. It can also have a deleterious effect on keeping quality. For these reasons it is not permitted to wash eggs in the United Kingdom before they are offered for sale. Thus some on sale in shops may be contaminated on the shells with salmonellas.
Experiments with naturally and artificially contaminated eggs have shown that salmonellas, including S enteritidis, can survive on egg shells as well as in egg contents for many weeks under normal storage conditions.' 2 In general most of the bacteria on the shell die rapidly with only a few remaining viable. These can still, however, contaminate egg contents at breaking, and care should be exercised over the use of raw eggs in foods such as mayonnaise. 
